I was called hurriedly on the afternoon of November 27, 1916 , to see a patient in a comatose state. I was called because she was not responding to medical treatment and her physician thought the ear might have something to do with her condition. On my arrival, the only history obtainable was that Mrs. K., aged twenty-three, had _been in a semicomatose state for the last three days. Her illness commenced about two weeks before with cold, followed by. headache over the right side of her head. The headache became most pronounced, so intense that there was noticeable some mental disturbance. There was also a history of some nausea and vomiting.
Examination showed a well-nourished woman lying in bed comatose. She could be roused only with difficulty, and showed distinct evidence of acute, marked meningitistemperature 103, pulse 125.
Examination of the ears showed slight moisture over both drum membranes. When wiped with a cotton probe distinct foul odor was noticeable, more marked in the right ear. Marginal perforation posteriorly, post~rior superior wall bulging. On account of the meningitis and the serious condition of the patient I asked for a consultation with a neurologist to substantiate the diagnosis and consider with him whether or not an operation would be advisable. Dr. Neu was called. and his report is as follows: "Complexion, sandy; rather fleshy; lying in bed; comatose. Patient can be roused and understands simple requests, but immediately relapses into unconsciousness, performing' acts "Read before the meeting of the Middle Section of the American LaryngologicaI, Rhinological and Otological Society, held at Columbus, -Ohio, February 26, 1917. somewhat automatically. Skin is dry and rough; mouth dry; temperature, 103; pulse, 120; respirations, 20. Shows marked cervical rigidity; pupils reacting to light; Kernig's sign on both sides, more marked on the right. Babinsky on left only; choking of both optic discs. An unsuccessful attempt was made to withdraw some cerebrospinal fluid. Later, while on the operating table, lumbar puncture gave a fluid with greatly increased pressure, turbid, slightly greenish yellow color, with considerable cellular deposit on standing. Microscopically, the deposit consisted of mononuclear and polynuclear cells more or less degenerated and occasional diplococci, probably pneumococcic."
The usual radical operation on right mastoid with an exposure and drainage of the dura in' the middle fossa was determined upon, taking into consideration also surgical drainage of meninges on left side. The mastoid throughout was found sclerosed, apparently eburnated throughout, and the cells contained some pus. The exenteration was done slowly, bec.ause of the hardness of the bone and the close approximation of the lateral sinus to the antrum, which was deeply seated and small. The roof of the antrum was found necrosed and broken down, and on enlarging the opening a small epidural abscess was encountered and cerebrospinal fluid in which there was pulsation. A segment of the squamous portion of the temporal bone was removed over an area about one inch and a half by one inch to expose the dura over the temporosphenoidal lobe. There was evidence of intradural pressure and an inflamed dura, especially over that portion of the dura contiguous to the antru}J1 tegmen. A semicircular incision was made through the dura, and drainage instituted by gutta percha drains, inserted fan-like, well up between the dura and skull, especially in the subtemporal region; i.e., beneath the dura along the petrous portion of the temporal bone. At this stage of the operation Dr. Neu made a lumbar puncture, and withdrew a creamy turbid fluid; the report of which has been given above. I did not do a radical, on account of the serious condition of the patient. The hurry-up sign was hoisted and I felt that something might go wrong in attempting fast work in a sclerosed mastoid and a lateral sinus jammed up against the antrum, thus jeopardizing the patient's chances of recovery, as Dr. Crocket states that "every minute over fifteen minutes for this operative procedure counts materially against the patient's chance of recovery," and I had already exceeded the time limit.
Convalescence was slow; both the constitutional and local. symptoms subsided gradually, with the exception of headache, which was rather severe for several days, being especially pronounced on the sixth day after the operation, when also a rise of two degrees of temperature occurred. It was necessary to change the outer dressings every day for a few days, as they were soaked with cerebrospinal fluid. The first complete dressing was made on the fourth day, but the subtemporal drainage was not removed until the second dressing on the fifth day. The patient was up and out of bed three weeks after the operation.
Dr. Neu's report of examination of patient two days after operation is as follows:
"Spinal fluid with pressure still increased, but less so than previously-clearer, transparent, slightly fibrillated clot after standing several hours; the number of cells greatly reduced. Reduced Fehling's solution, slight increased protein content. The cervical rigidity was less marked. Kernig's sign was scarcely noticeable. There was stiIl pain in the head, mostly over the area of operation. Patient had regained consciousness. Pulse, temperature and respiration were practically normal; optic discs still showed choking, the right more than the left."
Subsequent to the operation the following history was elicited from the patient. Had recurrent discharge from ears, dating back and persisting since early childhood. Discharge from right ear had been bloody and of foul odor the. last few years, and up to within a few weeks of her illness.
Careful treatment at the time of each dressing of mastoid and cranial wounds stopped the discharge from the ear altogether before the wounds were completely healed.
Cases of purulent meningitis recoveries after operation have been reported by American otologists during the last decade. However, these cures were not due to any well established and recognized method of operative procedure.
Of special interest are the series of cases and method of treatment reported by Dr. Crocket, of Boston, at the (1916) annual meeting of the American Rhinological, Laryngological and Otological Society, held at White Sulphur Springs, Va.
I tried to carry out the surgical technic as laid down by Dr. Crocket. As I had not read his report of the two cases of recovery in the transactions which had not been received. some of the details were overlooked. However, the essentials of my technic were as he had outlined-i. e., one and one-half inch opening of the dura made at the bottom of the bone opening, and insertion of the subtemporal drain along the top of t.he petrous portion of the temporal bone. Dr. Crocket recommends that the lumbar puncture be made previous to making the dura opening, as the amount of pressure in the brain can be gauged by the finger tip pressed against the dura, this grading the amount of fluid withdrawn.
Whenever this important subject is discussed some otologists put themselves on record as not having seen a case of purulent meningitis recover after' operation. I had not, until this case, and notwithstanding the reports regarding self limitation and spontaneous recovery in diffuse purulent meningitis, I give credit for the cure of this patient to the method proposed by Dr. Crocket. I look for more favorable results in the future in the cases operated early with this improved surgical technic.
